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hear Friends, 


The work of the Gonoshasthaya Kendra (People's Health 

| Centre) of Banglacesh umer the leadership of 

m Zafarullah Chow¢hury is well known. Soon after independence 
he Gonoshasthaya Kendra was established in Banglacesh and 

tc went ahead step by stepto organise the Community Health 
rogram, the women's vocational Centre (Nari kendra), the 
People's Workshop (Gono Shilpalaya), the People's shoe 
Pactory (Gono Paduks), the People's School (Gono Patshala), 
}he People's Farm (Gono Krishi Khamar) anc the now famous 
jonoshasthaya Kerra Pharmaceuticals. During these ycars, 

he Kendra also organised training programmes for Ee 
hara-medics of Savar, anc health workers (IRDP & UNICEF) and 
Field programmes for undergraduate medical students and post- 4 
fraduate doctors. Since 1982, the GK Pro ject has been exploring 
he possibilities of evolving an alternative medical curriculum: 
iere Suited.to the health, socio-political and Cubtiase 
realities of countries like Bangladesh. In March 1983, there 

yas a special conference held in Nacca entitled "People and 
fealth" organised by the Kencra and dJehangir Nagar University 
Bangledesh) at which recommendations for a more people and 
ealth oriented curriculum were mae. 


foe? has also witnessed in Banglacesh the government !s 
bold decision to ban 1707 hagarcous and irrational drugs, 
-ix fees for doctors, stop construction of eight new medical 
“oSlleges and enforce a five year compulsory rural work 
oefore permanent registration of doctors--all these steps 
jopefully towards a more people-oriented health services. 
visiting India (Pune, 
pelhi and Culcutta) 
to invitations by 


Dr Zafarullah Chow’ hury will. be 

Bombay, Trivandrum, Bangalore, 
From 24 Nov to 4 Tec 1983 in resronsse 
rhe Inc ian Academy of Pacdiatrics, voluntary Health 
Association of India, Medico Friend Circle, lok vidny an 
Sanghatana (Maharashtra), Kerala Sastra Sanitya Parishad, 
NISTADS, FMRAI anc other organizations: 


He: will be in Bangalore on 1st Nee 1963 and will deliver 
two public lectures here (st go's Mud ical College - 
9 am to 9.45 am) and Indian Institute of science (2.30 Em 


to 4.30 pm) apart from having group discussions with 
medical teechers and health ane development activists and 


trainers. This file has been preparcd as a background 
resource material for all those who are keen to know 
more about the GK Project, the Gk Pharmaceuticals and 
the Bangl<wiesh Drug Policy-> We are grateful to saiiaritedh 
South India Office for their assistance in prepering 
this files : 


Materials and information here may be reproc uc ed = 

.freely in media/handouts ‘for public awareness giving 
specific. sources (mentioned in each article) due aes 
acknowledgement. we hope this file will help in focussing 
the relevance of such effort for the Indian situation as 
welle | 


Perrys capes eels pd era pee so er Rr Re Ye pT 
medico friend circle 
indian s5@ial Institute 
Science Circle (Indian: Institute of science) 
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= GONOSHASTHAYA KENDRA 
(PEOPLE'S HEALTH CENTRE) 
DACCA, BANGLADESH 


OBJECTIVES 


To provide adequate health service in the rural area of 
Savarthana 


to increase the independence and bargaining power of 


women, and 


to bring about a change in the infrastructure and thereby 
allow for the economic and social development of poor 
villagers, i.e., 90 percent of the population of Bangladesh, 


ACTIVITIES 


A health programme which encompasses 


Qe training of paramedical workers, basic health workers, 
medical students and doctors in rural health care 
Ve lLivery ; 


b. curative care through a system of sub-centres which 
are staffed by paramedical workers and backed by a 
main centre which is staffed »y doctors, technicians 
and paramedics, and which offers OT, sick-room, 
pathology, x-ray, and dental care facilities; 


Cc. preventive care including immunization programmes, 
- mother/child clinics, pre-, and post-natal care, 
nutrition, hygiene, end basic health education carried 
out through regular nrogramme of village visiting, 


d. family planning which provides contraceptives (pills 
and injection), sterilizations, and abortions, while 
carrying out a programme of motivation and follow-up, 


an insurance scheme for users of the health care services, 


f. pharmaceutical plant which manufactures drugs under 
their generic names (this is in the initial stages 
* \of operation), and 


@, publication and distribution of literature to assist 
medical practitioners in effective health care delivery 


in rural areas. 


ramme for villagers in which both 


A vocational training prog 
ed and employed in all of the 


men end women are Pnstruct 
following areas: 


a. agriculture, 


b. jute handicraft manufacture for export, 
c. shoe manufacture and sale, 


“eae 


Le cee tae 


metal work including we lLdmng, se Vc o's 


ie d 
rking and finishing, an 
pei canteen which caters to a sizable 


prblic clientele. 


hh O Qu 


4, Education . 
‘classes in literacy and conscience-raising for vil 


ae : 
women and staff members, an 


b. experimental school for children of landless combin 
practical training with formal s.udy . 


4. Credit unions providing loans for marginal and landless 


farmers. 
“ORITICAL ANALYSIS 
1, Health Programme. “Some succese Of tne primary ge. aaa 


have been ascertained by surveys of sample villages and als 
by more random observation of disease incidence. Thus, the 
has been a dramatic fall in» incidence 0: serious diary eee 
With dehydration. .This is probably due 70 OUT IntegsGe 
teaching of oral fluid therapy.to mothers of small eni tdree , 
who..now give the 'shortbut' to their infants as soon as the 
notice the first symptoms of diarrhoea. Since diarrhoea in 
children is still the commonest cause of death in Banglades 
as a whole, our success with preventing serious cases may 
well.account for the lower overall death rate in our area 
which has been established by a sample survey (12/1,000 as 
opposed to the national average of 17/1,000). There has al 
been a marked 4ecrease in scabies and other forms of skin 
diseases. Care of at-risk pregnancies, esp .cially of womer 
with symptoms of pre-eclampsia, has resulved in nil Maver 
deaths for the last year in the area fully covered by our ¢ 


2. Women, "Out of a total project staff (including subcer 
or il4, forty sie are female; and on the health sidé, wome 
| Men. Apart from nighveuerd duty, there t6 a er 
adc which women have not been engaged in on equal terms ar 
ees pay with their male colleagues, it the daily 
See labour, health work, welding in the technical 
behing prose office work. Im the vocations: 
; | ee ape mee 
whitewashing, and Pe eahine taught blacksmithing, carpentr 


ia] } 
A much talked-about event occurred on May. 1, 1977, ween 


a soliee cycled all the way to Dacca to demor 
arity with women's movement all over the world . 


"Whil Sar 

Pescibie ne changes and inereased self-confidence mac 
side the eee i. Spt independence and experience of work ot 
with the proje most striking in the women closely connect 


; et 
in the attitudes Ge wore. aaBo. $60 a Stecern an 


Saas Bs 
veils) have almost vani our area in general. Burkas 


Shed from sight among patients bot! 


Rr i 


the main centre and the subcentres, recruitment of female worke 
for those types of work and training which do not require cache 
school education, no longer poses .a problem; ‘indeed, we have 

to send mony home for lack of places, and dvring our recent 
peocession to the Shimulia subcentre to commemorate the first 
death anniversary of Nizam (see below), many village women 

as well as men, joined the ranks of the project staff. 


"Nationwide, our work with women has contributed to Government 
decisions to recruit women for village work in family planning 
and as female primary school teachers."2 


However, though as individuals there is a noticeable liberation 


among women, with certain barriers having come down, as a group, 
they yet remain unorganized. 


pr Infrastructure. "Nizam was 25 years old. He had been with 
the project as a paramedic since its inception, and when a 
paramedic subcentre was to be set up at Shimulia he was the 

one arranging the final details or tne land. He knew the coming 
of the centre +o Shimulia would threaten the fraudulent practices 
Meee good Many people, including iliegal possession of government 
lands, smuggling and selling health centre drugs. Among those 
Gnvolved in the illegal activities was the only qualified 
physician in the area, who was making a handsome profit by 
over-charging patients. Nizam did now realize just how great 


a threat the new centre was. In collaboration with LocaL 
M@tticials, 1.€., the union chairman and a union meter, the 


are we sustaining a system that would (and s 
‘sooner without our gallant efforts, 


Mayeician hired.a group of thugs to have Nizam murdered, confident 
that he could make the necessary payments to the proper people, 


allowing him to continue his illegal work, along with his cohorts, 


and ensuring that the centre would not pecome a permanent fixture 


ain Shimulia. Nizam lost his ‘ife, and now e1r.almost incredible 


Merueeled for.simple Jjnussice ccems +o be ave ee notning’s 


We have come face to face with the village. We have reached, 


it seems, our limit. Do we carry on with our small struggle or 
hould) crumble, 


And even if we choose to 


work on, can Gonoshastnaya Kendra last in its present form? 
How viable can a vody remain when it is alien to thesystem in 


which it operates?" 
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Il THE PARAMEDICS OF SAVAR: AN EXPERIMENT IN 
COMMUNITY HEALTH IN BANGLA DESH 


INTRODUCTION 


The People's Health Centre (vonushastnaya Kendra) 1. 
at Savar, some 20 miles from Dacca, “Ihe centre a Pg + 
gained an international reputation as an example 0 be 
development; none of the familiar problems (heal th 
planning, food, even poverty) are dealt with an iso aa 1 
Health, however, dominates the activities of the Cen ae : 
of the Centre's 44 paramedics are women. One of the Centre 
founders was Dr: Zafrullah Chowdhury. Chowdhury's team has - 
achieved remarkable success as well as deserved recognition 
But it has not been without its setbacks. In 1976, a key 
‘Paramedic was murdered in one of the local villages = ilidga 
trating the Kind Of opposition to pioneering health that 25 
among the wealthy elite, not least among the quack doctors, 
in the villages. Here Dr Zafrullah Chowdhury describes tha 
work of the Centre. 


The poor health in our rural areas is a consequence Of: unde 
development. Malnutrition is a problem not for the physieii 
but for the agronomist, the teacher and the community organ 
A strictly medical approach cannot produce a healthy commur 
and without the involvement of the community, anything that 
_ produced will have a questionable value. 


Originally, the Bangladesh Hospital came into being during 
~Wae ot liberation in 1971. .At the Close of the war i+ move: 
into the rural area of Savar thana, which had no health cen 
Health services for the heavily vopulated rural areas are 
Wirttually non-existent. Tt wae on remedying this that 4hp 
Bangladest Hospital, now name? Gonoshasthaya Kendra, set it: 


When we came to Savar in 1972, we held numerous meetings ko 
with villagers and students in the aréa, to try to determin 
the best methods for bringing service to the people. We 
decided upon a centre base, which would act as referral pol. 
for a number of subcentres. Initially we recruited 100 par 
time volunteers from among the students, to carry out the 

_ Vaccination and health education programmes. 


From the beginning, we Inade efforts to ensure that Gonosnas 

ee ople's Health Centre, rather than a 

3 gaan y death and disease centre.'. Preventive programme: 
emphasized and integrated with other areas of life tha: 


a bearing on health eer? 
SUC g s 
planning, ) h as nutrition, agriculture and fam: 


THE PARAMEDIC: 


In Gime Wwe di V é th t; + he re A | nN Fe “ce co 
ak a ie 7 


Were not ab aes 
making on thee fulfil the demands that the project work ws 


e (3 a a) : is . 
worker was nostee. ame to realize that a full-time paid 


sae 


Tt was at this time, in 1973, that we developed the concept 
of the paramedic. This has continued to evolve, although we 
mee) Getfine the paramedic as ‘a worker who brings community 
development services to his own village.' From the beginning, 
weurealized that a majority crf girls would ke needed if we were 
to reach the women of the area. The paramedics are drawn from 
the area which the project serves, so they are working ina 
familiar locality where communications are at their best. They 
“fange from 17 to 25 years. Their training is carried out in 
the field, where they take part in the delivery of services, 
carefully supervised and supported by the doctors. Some 
theoretical classes are given. in the evenings, but the greatest 
strength of the paramedic is his or her closeness to the village, 
its unspoken needs, its wisdom and its ways. 


Paramedics must show understanding and sensivity to the life 

fe the village. -They do not preach vitamin A capsules, but 
rather local green vegetables. They do not ask the mothers to 
go (usually some distance) to a tubewell for bathing, but they 
are pleased if the tubewell water is used for cooking and 
drinking. Unlike the doctor who doled out two to six large 
-piperazing tablets to be taken at home, the paramedic’ had the 
Child take the required treatment in front of her. She is aware 
that a mother would hesitate to give a large dose of medicine +o 
@eecniid at: one time. | 


It was also the paramedics who guestioned the wisdom of the 
antenatal clinics. Among the people being served in one sub- 
“centre, area (15,000 to 20,000) there would be approximately 
800 pregnancies in a year. Out of this number, no more than 
fame to. 20 percent would be ‘risk' pregnancies. Gathering all 
the women and having them sit unnecessarily was neither an 
efficient use of their time nor of the clinic's. An alternative 
Memes to hae the paramedics pey regular Visits to those 
Mrepnans women who are moet (ely to have Cutficult labour 
or other pregnancy problems, and give them the necessary 
examination and instruction. The result is that we have had 


no maternal deaths in the area. 


The selection of the paramedics involves the villagers, which 
leads to a greater responsibility for the programme on both 
sides. Members of the community chosen to interview the new 
recruits are older villagers, but from among the poorer class. 


If the delivery of the service, distance is always a problem. 
We sought to overcome euewy the use of bicycles. Though quite 
acceptable for boys, girls on bicycles was a revolutionary step. 
Tt took little time: to win over the villagers, but the more 
feaducated'! and ‘religious! leaders balked at the idea. Never- 
theless, the plan went shesd - and not only does it solve the 
problem of transportation, but it is also a definite step 
forward in the liberation of the women. 

The degraded social position of the women in the villages was 
what first moved us into the field of education. We felt that 
me they could receive some training which would provide them 
with a marketable skill, they would eventually gain a certain 


erie 


economic independence and respect. 


FAMILY PLANNING: Demand and Obstruction 
PAMLUL Fin’ PemMana alla Vbsttluctvivi 


: > started our project, we became aware that demand f 
oe ienning ee existed in-the villages. ~The ee | 
of supply was lacking. So we began to offer a family p arin 
service, but always within an integrated programme . Withou 
real efforts at assuring parents that their young children 
reach adulthood, we felt we could not with justice deny thes 
the right to sons and daughters of their own. The programm 
has therefore made efforts to provide the needed health car’ 
educating the parents in birth control methods and family 
planning to motivate them properly... Onee the method has Ber 
chosen, clients are vigited et home regularly. 


The dai has also been successfully incorporated into our 
programme, Remaining in the village, she works ona part—ti 
basis, distributing pills, checking for side-effects, assis} 
where possible and referring to the centre or sub-centre whi 
needed. She is also taught to spot pre-eclamptic patients . 
other possible labour and birth difficulties and to instrue' 
the mothers in regard to child care. Because the dais are 

-village based, their drop-out rate is lower than that of th: 
paramedics. . 


Since the beginning of the programme in L925 we have notisi 
a steady pattern of clients moving towards a more permanent 
method of contraception; once family planning has been a 

accepted. In 1974 we began to offer female eterlization, 

performed by. the Parameagics, and found that = relatively lai 
demand existed for this method. The sterilizations are per- 
formed under local anaesthesi-, Paramedics, having been tes 
to perform these operations, “ore proved themselves to be qu 
skilled. The villagers prefer the female Paramedic to..then 
Physicians, and it has been noted that the infection rate fc 
the Paramedics is lower than that of the doctors. The reas« 
for this may be that the doctor is usually an occasional 


Operator, and there is doubtless a tendency for him to assun 
the more difficult cases. : 


—_ 


pyle oH Menstrual vegulation and abortion ore offered at-t 
Bra ae advanced stages of abortion are performed: bit 
ae vee Ut the government attitude to abortion is somewhat 
avietuneet + eae. conducted in Bangla Desh regarding 

hs eae et eo, LOB aae on of abortion found that, with 
Sixey ee of engineers, physicians were the most consery 
Sees ot ato physicians surveyed opposed the 

they cannot or will ee ae a trom the village reality 


THE WATER: ‘The Problem of Pumps 


The s : ‘ 
ahd seat eh agent the rivers of Bangla Desh. At whim they 
course, “They iirc the fate of 80 million people in their 
disease in a mn a destruction, drought, dehydrated bodies, 
“ Myriad forms, to green fields, fish, fertile so 


ror 


—9 - 


Water is the first authority in the land to whom poor and rich 
alike make their appeals For want of water, or because of flood, 
Meeetands lie. idle, yielding nothing. 


However, this need not be. Bangla Desh has a farm labour foree 


Opeepproximately 19 million men, but only 12 million of them 
ere employed. If land was used to its maximum advantage, 


Mawacr than-.only producing just over one crop a year, there 


meee. be Shortage of labour. Sixty seven percent of the land 


eee Bangla Desh, however, reduires ipPpigatron. One déeen-tybe= 
Well irrigates an area of atleast 100 acres. 


been there are numerous instances where four of: five such wells 


are installed within the radius of a mile. Oftén, this results 
in too rapid use of ground water and local handpump wells go dry. 


UNICEF has also paid attention to the problem of water, and 


admirably put in efforts into supplying handpump tubewells. 


But generally the pump has been situated close to, or within, 
mae compound of the wealthy man, the man with power and influe- 
mce. UNICEF's aim has been: to supply one pump for every 200 
People. Our suggestion was to make an initial payment of 29 
Paisa for each person using the pump. This would ensure that 
it was placed in a position advantageous to all members of the 
Mmeliage.. UNICEF did alter its original scheme, and decided 


@iter three years to make a charge for the pumps ... 250 
taka for each pump installed, with no further payment required. 
Any one individual could make ithis payment of 250 taka. S0, 


now the rich man could establish his full rights over the water. 


No only installation but also real availability of water and 
Jatrines for general use will contribute to the better health of 


the community, cutting down intestinal and diarrhoeal diseases 


end skin conditions. The inc.dence of disease is decreased by 


the provision of water, irrespective of the guality, and an 


mecared for latrine has no appreciable effect on community 
health. What we need is a simple construction, that can pe 
cared for as necessary and is convenient for use. 


(courtsey - Development Dialogue 1978, No. a) 
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Te LEARNING FROM THE SAVAR PROJECT 
Abhay Ba. 


tained a brief overview of the Savar-pro: 
ore detailed information from close quar: 


teresting juestions. ) 


(The last issue con 
This one gives a lm 
and raises very 1n 


2 ine from Dacca airport to the Gonoshasth. 
rca ee the tandse of Bangla Desh was unfolding 
before me. A decade ago while working as a medical volunte 
in the refugee camps during the liveration war, I had seen 
few glimpses of Bangla Desh by occasional infiltration. My 
interest in Bangla Desh dates back to that experience. The 
news of political upheavals and natural disastere Kepw on 
disturbing one about Bangla Desh for last one decade, but a 
the same time some interesting, rather sensational news of 
community health work started in Bangla Desh by a group of 
doctors led by Dr Zafrullah Chowdhary, their paramedic prog 
paramedics doing tubectomies etc. had created a curiosity i 
mind. . And here was I today heading towards the famous Gono 
shasthya Kendra (G. K.), passing through the main land of 
Bangla Desh, seeing both her beauty and ugliness. 


BEAUTIFUL AND UGLY | 


Beautiful because of the natural greennery and abundance of 
Ugly because of the poverty, the worst I have ever seen... T 
per capital yearly income for Bangla Desh is 560 Re- ome or 
lowest in the world. There is gross disparity even in this 
small average income and the lower 50% of the population ha 
ber capita ‘yearly income of Rs.225 or less. Poapuletion 
density in this ‘country of 85 millions is one of the highes 
in the world (1375 persons per sq.mile). 91% of the popula 
lives in the rural area. 50% of the total population has eé 
no land-“or dése than half ae e@-of land, Liveracy rate is 
but for women it is less than 10%. 


A passage from Dacca to G. K. offers sights of shar» contra 
tall buildings of American architect mushrooming on the exp 
periphery of Dacca juxtaposed to and even engulfing the 
collapsing huts of the surrounding villages. It must be 
mentioned here that the most ‘vulgur display of agi imence is 


Only by the plethora of taaqt Jas 
and: 56: gas of 'ad' agencies UN, World Food, US Ai 


one away from Dacca the poverty of the rural ar 
pee the pace and Soon the car turned to the right to ent 
Selaee ere of G. Ky. The first to strike yeu ore 
Storey oo a aaa hospital cum office building and a fou 
ck gee Pee for Paramedics and other staff of t 
secchiiaee Uildings cost in GK is 9 lac Re. “Was ae eo: 
the feelin ae Starts questioning in the mind. But same 
fniei ce meh OL 4afrullah Choudhary, who later on said, "For 
had. Ripe as we were living in tents and temporary shade 
inconved :aam iss buildings, An armed robbery, heavy rains 
buildings. hh the patients and the staff created a nec 
Offorsaree foes, ead when we received generous foreign ai 
accepting the ings, we were enamoured. We did the mistak 
» “he offer and within next two years these incongr 


i cc 


edifices stood up." 


But what is more impressive is the simplicity and the austerity 


Mor the living style of the staff and the equality in re Lon- 
ship. I rust admit that when I met dhonatiae ebe the ae ae 
“Tmistook him FOE Peer Lyn st Of -Fagrur leh; Except fora Se 
few families with children, all other workers live in the same 
building in similar accommodation. From the gate keeper to 
atruliah, all take whe ‘same, very ordinary food in a° common 
mess. G. K. has a novel rule-reminding me of Gandhiji's Ashram 
in his time (not now)-everybody in the project works for 1$ hour 
gn the morning on the farm. "This not only helps us to become 
mee -Sutificient in our food requirements, but also builds up 

a healthy equal relationship among us, an identification with 
the manual labourers Gf rural areas and elso helps’ to screen 
and eliminate the elitists among the new recuits." All these 
things must have-contributed in the creation of the warn, 

—. and family relationship which exists in the whole team 


Mmeenell: not describe the history anad all the activities of G.K. 
@s these things have already been published in the MFC Bulletin 
Mearamedic of Savar: issue No 57) Instead, after a brief 

s@escription of the activities, I shall try to discuss some 

@uestions and inferences from their experiences and some of the 
Pecent experiments at G. K. 


‘THE PARAMEDICS 


G@.k. started in 1972. With only 2500 doctors working for the 7/5 
Metlion people in the rural area of Bangla Desh (1 doctor for 
30,000 population) and with only 700 trained nurses in the whoic 
Country, the Western health model was irrelevent. "The purpose 
of. our project is to evolve some system by which the medical 
Weare of the whole. population of a particular area can be undcr- 
taken efficiently and effectively with the minimum benefit, with 
the employment of limited medical manpower." (from the original 
project proposal, Feb. 1972) 


an the last cight years, G. K. has been able to develop such 

2 system with the paramedic as its main health workers. There 
is a central 30 bedded hospital withrX'ray, pathology and 
Meerative facilities. Office and training centre is attached to 
this hospital. The headquarters and its ‘4 subcentres. together 
wey to deliver primary health care to the 91,000 population of 
100 villages of Savar thana. 


There are in total 4 doctors and 64 paramedics at present 
(39 females and 25 males) - 16 paramedics in the headquarters 


hospital and clinic, 15 stay at the headquarters and cover the 


surrounding 40 villages, moving on bicycles. (Because of the 
high population density a large number of villages are packed 
small area). Other 20 stay at 4 subcentres (5 at each) and 
each subcentre covers 15 villages. 13 paramedics (mostly 
Males) are village based-living, in. their own villages and 
serving them. 


sed) cover about 2500 population 


E rcept village ba 
ees ae perce? : the size of the villages.) The 


(2 to 5 villages-depending up on 


oy : sf L0 


a Bs g 


ee 


The sub-centres have a weekly OPD when a Pe 
uarters visits but offers emergency services a f 
Sage “Some subcentres, managed entirely by paramedics, ave 
ae indoor also. The head quarter hospital runs twice a we: 
OPD. Most of the cases are seen and treated bk” the paren 
Doctors mainly work as 2 referrs] persons, as Tminers and as 


administrators. 


ually 7th standard to SSC pass unmarried gi 
almost all recruited from the outside area because of the lagi 
of educated women in the Savur area. They are given about on 
year's inservice training, contents being similiar to ANM tra, 
in India. They are full time workers of GK Drop out rate is 


Salama, the paramedic with whom I went to_a village on bicyel. 
see her routine village visit covers 4 villages. So she visi. 
each village about once a week, sometimes twice; goes house 
house, covering about 25 houses in one visit, thus usually: gal 
same house is again visisted once in 4 month. The main assay} 
jobs are 1) Treatment of minor illnesses. 2) Immunisation =. 
& “ripple to all children and tetanus toxoid to all the womea 
child bearing ages. 3) ANC check up. 4) motivation for 7P a 
distribution of oral pills 5) Health education 6) Detecuim' 
referring complicated: cases, specially among pregnant women a: 
énifGren to the dator at subcentre OPD oF at head quarter. 


A paramedic is us 


The sincerity and the efforts put by Salama were worth seeing 
but the response of the people and the health status didn't s 
good. The causes of low health status were also obvious in 
village - terrible poverty, poor sanitation (water, mud and £. 
everywhere), ignorance and a resultant apathy. The paramedic 
struggling against these odds with her small health kit and f.: 
Spifit. Of course, the pictures of health might have been st: 
worse without GK or without Salema. 


i accompanied Dr Kamal, tO a subcentre. That was the OPD daw 
es Subcenire. 3 girls and 2 boys paramedics, all unmarried, 
eet that subcentre - must be a sensation in the rural M 
Sire out of Bangla Desh. The OPD was overflowing with patier 
se could observe that neither the subcentre paramedics nor t+} 
(Overusing amtibiotics or the dmjeetions. same 
experience at the OPD at the headquaryers. 


GK has innoveted some unorthodox methods i hol 
: t 3 - Diarrhoea and chols« 
Wee oo in Bangala Desh. When Cholera Research labor: 
ae okeot oo? evolved Oral rehydration therapy with the 
ee ae mixture, GK field‘workers, while applying it in. #} 
eee modified it to "Lobon-Gur" that is salt and 
ee. XtTULE, Jaggery is easily available in every house. 
ieap, and provides sucrose and potassium. CRL Later gy 


field trials o T ' : 
equally | ES "Lobon-Gur" mixture and found it almost 


Pp ee ae P 

of ees tte tubectomies at GK is famous, and now about 8! 

SGieication bai. are done by the paramedics with very low 
rave. Even more bold is the Opp method of tubec: 


ou EY oF ¢ ; , | 

OVS 6A: Communty ncatrn cei ae 
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Patient is discharged within two hours and spends the post 
Operative period at home. This has been found to be safe and 
also prefered by the patients who apprehended and avoided — 
tubectomies because of 7 days, hospitalisation. 


WHAT DO PauPLE WANT? 


The SEUOy of the coverage and health impact of G. K. activities 
Maises some questions which offer useful -lessons. 


‘What is the coverage of the population by the project? 


Mee total visits by patients to the curative services offered by 
G. Kk. are about 60,000 in a year. It has been estimated that if 
cost and distance are not the barriers, each individual seeks 
curative service on an average 4 times a year. 50 the 1,000, 00 
population in the project area should be seeking help 3,000,00 
times. It means that 60,000 visits cover 20%. of the total 
curative requirements of the population. Remaining 80% are 
‘either unmet or met by other health agencies (Quacks' mostly) 
what is the reason for this behaviour of the people? 


But even more interesting is the analysis of these 60,000 visits. 
Tn the year 1975-76 the OPDs (at headquarter and subcentres) 
treated 48,000 patients while the paramedics in their village 
rounds treated only 6000 cases. 


We all speak hoarse on behalf of the 'dumb' poor people of -the 
Meeliages and advocate a decentralised, simplified,. deprofestLon- 
alised, cheap medical care, for them. But in the Gk experience 
"when a fairly well trained (Approx. 1 year) women paramedic is 
moing to the door step only few people are availing her curative 
services and the majority are preferring to walk a longer distance 
+o the subcentre or to the headquarter. | 


‘There are 2 possible reasons which could be discovered during 

the Giscussion 1) People still felt that the curative services 
offered at subcentre or headquarters are superior to the services 
@ paramedic. The mystification about doctors, indoor buildings 
and injections influences their choice. 2) : Paramedics are all 
ill-equiped in their curative powers. They don't have chemoth- 
erapy beyond sulfas. This has acted as an impediment in her 
showing good curative results to the village people which in turn 
diminishes their co-operation to her in the preventive activities. 


These lessons should help others in planning the curative services 
and understanding what people want. 


THUS FAR AND NO FURTHER 
What is the impact of G. K. health activities on the health 
Status of the people? 
Though comprehensive statistices are not available, the one 
offered by G. K. shows that the infant mortality rate in GK 

area is about 120 as against 140 in Bangla Desh and the birth 
Yate is 29 as against 44 in Bangla Desh. The impact is definitely 


ieray ee 


en en 


there but a point of stagnation hap, come, , peyote furt 
improvement in health indices has become dl . 

ecause of cheap, effective, /1ce 5 ie ee | 
i en ae stage is a major peeve ae oniied pe. 
improvement is attributable to lower ve ae ae Al 
family planning, oral rehydration therapy a shes Re rs | 
hydration and tetanus toxid to mothers.» But probably iat 1 
measures have reached their saturation point. 6Ule FuE\nes 
improvement might occur if the curative powers ay the parame: 
are increased and if her acceptibility increases. But poor 
paying capacity of the people Wi! Te | their utilisation 0. 
curative services at some point. Further signifiecan’ improv) 
will not occur unless poverty, illiteracy and poor environme 
factors are changed. Improving environmental factors is 4 
difficult thing in Bangla Desh, where most of the land is un. 
water for 6 months in an year. Huge inputs will be, necessar 
to change this situation, whieh people can't atiora, 


So GK offers a good case, demonstrating to what extent the @. 
status can be improved by the health measures alone and then 
an impasse comes because of socio-economic factors acting as 
bottle. neck. Suck conclusions are possible vecauee though & 
has a comprehensive vision and has economic and educational 
programmes also, they are too small to effectively infltience 
pera population and hence the main force is still the heals 
aCCLVE Gy. 


RS A SP SS TT NS RATE Ae ASSO aa SN SCT RN OD 


In GKs experience it is very difficult to achieve active com 
participation for health purpose. The health volunteers fro 
the villages were inadequate. The health coimittees formed 

the villages almost never fuuctioned effectively. 9 Via 
are factioned and health is not the priority. ‘The paramedic 
ro mostly ae recruited from outside the GK area and being wu 
Married girls, they stay together in the domitary rather tha 
the villages. The community health programme of GK is in th 


Direct ‘gs ; : 
besed pe emecn's words, “viliage oriented but not village 


an a ee No 49, Jan. 1980) VHWS are from the 
by the viliswore . “rat about the apparent active particips 
Hoppers a, — programmes at Jamkhed, the respect a: 
etucatig 3. 4:1. to get there in her preventive and 

tion by the = ae as compared to the not $0 4Giveeo-oue 
co-operation at Jenket ; © Gx paramedic? - Probably the peo 
Poot ee ed a because of the health work (i 
becauee Ge ieee vevuer trained than Jamkhed VHWs) but 
work programme, iP thew Programme and the food for th 
probably people vont mk ON Rea inputs are eliminated 


for 'a hea thusiasm to partici 


Ge K. bas tried to achieve 


* e 14 : fea) oe ‘ 
insurance scheme, But. the Sah cece a ic oe 


maximum they have been able to 


NaS: Bay 


me or 


aieve 15 50% economic self reliance. This was in spite of the 
Bt that the project got vaccines and FP supplements at no 

st. The main impediments are poverty and hence the poor 

ying capacity of the people (specially in Bangla Desh) and 

e project not adopting unethical curative measures to satisfy 
pple and complete with the auacks. ~ 


me of the conclusions thus drawn may seem negative. But these 
e the hard facts of community health work and anybody jumping 
to this field would better learn these lessons from the G. k. 
experiences rather than having illusions about massive people's 
Spilisation through health work, economic, self reliance and 
proving health by health measures alone. I have found friends 
at GK very open and honest in accepting and discussing their 
imitations also. This is a rare quality in a successful pfoject 
nd this increases the educative value of GK very much. 


fo be concluded) 
Mfc bulletin: October 198. 
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IV , 
ESSENTIAL DRUGS FOR THE POOR : MYTH AND REALITY 


TN BANGLADESH* 


aS 
byte es | CHOWDHURY 


The drug scene (controversy) has been headline Se: Bang 
desh for the past five months. The supply of medicine in 
eoumtry has for years been characterised by pie Deleee, : i 
drugs unavailable to the poor, by the sale of unnecessary i 
useless cruges and DY tae continued imarkeuing of drugs idem 
as harmful and banned elsewhere. 


O 
eover 
‘hese are not the drugs veing produced in Quantity in 
Bangladesh or elsewhere in the Third World. 


Peele, 6 big .drue predicine as well ee consuming nation, 
vitamins, "health restoratives" and enzyme digestives ‘(most 


varee-quarters of drug production there, leaving scant rege 


FOF JesSential" drugs (2), with tuberculosis and leprosy © 
health problems in that country, the Indian Council of Soaa 


Science Research had to Peport: in 19SD Baa ie productien 

anti-tubercular drugs was only one-third the minimal requig. 
white that -of anvi=leprogic drugs. was only one-fourth the. 

minimal requirement (3). : 


An excelleat example of deman. being. stimula sed for non-ess 
drugs in Door countrics ig ic Case of Vitamin B12. Used @ 
developed countries for the treatment of pernicious anaenia 
Similar Ble deficiencies, in Bangladesh the same B12 is ady 
per eretors by Glaxo (3K) os useful in a wide range of treat 
tneluding "poor appetite", “poor growth" and "sterility" (6 


i rh S f “ah al = -) era eee = = = ° : i 
While 8 formulations containing Bl2 are listed in the UK Me 
ere ere 126 on sale in In 


LOE or 4) fas dia and 160 on the Bragilian map 
= eo Preparations evailahie in Bragil range in dose Ff 


oe ‘ 
toe iS 70,000 micrograms ber mililitre (2 of these formul 
ge: oo es Glaxo). In Britain, the highest recomn 
mek re CO UaN Le | Bie, 000 mlerograms per mililitre (8 


n poten ; ‘ 

drugs every "Sie COuNtries are now doubling their expends th 

doubles on'ly every (60 eis cross National Product (t 

developing countrics. po to WHO, Vere Tor 

Wet Gastest on. Soo oe vation of pharmaceuticals is one 
Slowing deere o, nard foreign culrenocy" (Oey 


OP A ts 
a 


. a FCPS np sea 


YP “~ + , 
The article ia the 
Presented by 


abridged version of one part of a paper 
Ny (@) o is br nN 


Fs h e ath ea Sh daa . . . 
liver UT nhOrs At. the Primary Health Care Symposi 
SE POOL SU ee eis o Loeo. : 
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or Bee st Spent an estimated 1250 million taka on 
opathic drugs (approximately 65 million LS dodlars) Oniy 

p negligible portion of this was available free of cost at : 

me ernment Health Centres. The rest was sold commercially. In 
munity with one of the lowest per capital incomes in the _ 
gorid (7/0 US Goltars per year), this means that after food 
>Lothing and shelter, medicines are a major part ef eae re- 
jaining expenditure. Often a little medicine is bought in 
xtreme need, Pa. not enough to-eure the illness. The public 
are left in agnorance as to the detrimental effeéte at vpreaking 
off treatment prematurely and the drug companies thrive on the 
need res Ce repeated prescriptions. Most important, due bo poverty 
and the high cost of drugs, only 15% of the population at a 
maximum estimate, are able to buy modern medicine. 
ee 
‘(because doctors are unavailab 


te information and the common habit of self-prescription 
i le or too expensive and all drugs 
can be easily bought over the counter) have led to a situation 
where 70% of the annual drugs sales are on drugs described as 
“useless or therpeutically insignificant by the British National 
‘formulary, the National Research Council (USA) or the Federal 
Drug Administration (USA). An apt example is seen in two 
British companies manufacturing in Bangladesh - Glaxo and Fisons. 
mene Glaxo Bangladesh Limited Medical Reference List of March 
71980 listed 51 products, of which only 17 are available in 
TBritain according to the UK MIMS of February 198055 Cray “one- 
@hird of Glaxo's products on the market in Bangladesh appear on 
WWHO's list of essential drugs. In the UK MIMS of January 1982, 
-Fisons had only five drugs listed out of the 31 products available 
Din Bangladesh and 17 of these 31 were combinations of vitamins 
Mend minerals. The nhottest" item of the Wect German manufactures, 
“Merck on she local market haz been Neuobion ( a combination of , 
‘vitamins Bl, Be and Bl2). This one item alone accounted for over 
68% of the total market in neuro-tropic preparations and their 
1980 Marketing Plan stated: "Our objective will be to achieve 
met lcast 75% of the market share by intensifying our promotional 
effort". They were also concerned that Covernment could prove 
fa threat and: so instructed their company in Bangladesh Ons 
Maintain a very .good relations with Government officials in 
-Health and Commerce Ministry to guarantee importability On our 


"products" ee ee 


eee 


“Drugs worth an average of 150 million taka are imported | 
annualy into Bangladesh by loca fa20s6 a5 well as voluntary and 
UN organizations. The. remaining medicines, worth about 1100 
Million taka are produced in the country. °S90 million taka 
Worth, or 80% of the drugs producea in Bangladesh are mentee te 
ured by 8 multinational companies. The~rest is shared eee 
the jarger local companies, with or without third party licens 

ing arrangements with multinationals. 

~ Meese set Up Oey, the Government on 27th April 
kee ail the registered/licensed pharmaceuticals — ze 

Bhen available in the country, found about 4170 brand name drugs 


A) 


= ee 


ing different active ingredients. Only ac 
gon tal 1%) are therapeutically significant or 
essential. The rest have been promoted solely fo7 bone park 
financial gain. In a country like Bangladesh hae UA, aa 
acute beceuse it diverts desprrately scarce cs00t | Ir 
people will deny themselves nigaup 6: in, the hope that some aggr 
ively advertised, but useless tonic will do them more good. 
it is not only a confidence trick - substances which have ¢ 
been identified as harmful and banned in developed countrie 
have continued to be manufactured and marketed in Banglades 


Mr A Wahid, Managing Director of Fisons (Bangladesh), sums 
up well when he says, "we are businessmen first. Birst of 
we went profit: ...... we are OVereens Five abous Depew ae ae 
WHO. Restrictions on drugs and pesticides imposed in the BU 
Canada should not be applied in our country because our pee 
are ethnically and biologically different from others" (15) 


Quality Control and price Fixation 


Upto this point in time; manufacture and miarketing of medi 
has keen regulated by the Ministry of Commerce and Industri 
and the Ministry of Health. - Drug Administration, a departyr 
of the Ministry of Health, tests the quality and compositie 
arugs produced and imported. Each drug and its price has + 
approved by this body. On paper this sounds very good and? 
formal machinery ig cited by drug companies to argue that @ 
much can be wrong with their practice under such "stringent 
System. However, to perform their vast task, which include 
ing every drug on the market in Bangladesh as well as inspe 
160 pharmaceutical Companies and thousands of registered an 
registered Pharmacies and 7 inspectors. It is clear that 
ee ete PiOD and control of manufacturers and retailers can 
7 Dee with a system of this sort. In this connecti 
: epers Committee which, aiter reviewing the drug market 
gs a hew drug policy. recommended, that the Diree 
LUE rug ministration be expe ‘ @ 

ek ae me eae be expanded and adequately staff 
aaa om edicai and pharmaceutical sctences. They 
ee that all drug control laboratories be brought u 
oy oo NT OL OL Dane Adthinistreti on ana bhSt a properly 
Staffed and equipped Nat ) 3 = 

vies 1 National Drug Laboratory with appellat 
facilities be get un - e ; : 
Up as soon as possible. 


Mm alts 7 7 as ° : 5 | 
Sirecior foe tice (MRP) of each drug is fixed by the 
Ministry ee ee Supplier and Market Intelligenc 
Stas a the hee an about 200% of the cost and freight 
materials. hee Aoeeie includes the value of raw and packa 
insurance. bank oo on C & F price includes 20% for 
Petailers apa — ee etc .., 30% for distributors and 
in actual 226 - ae 15/20% profit for the manufacturer 
tye 70/ 100% estimated that the real protit Hae ne 
is to buy raw OD serena of obtaining this excessive pr. 
competitive rates at prices higher than international 
in.its agreement wi ~2er, for example \has a binding claus 
US will have with Government that its head office in th 

Bangladeshy 48 haterials that it purcha 
EASA re esr - buy raw materials at 

its sister companies abroad and the: 


i 2oe/17 
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ye ot of Bangladesh in the name of production 
oie + ne ie ccna have similar clauses in. one form 
- Peorit oe ie S as well as multinationals are out for 
ae ali : wo 1ocal as well as the transnational company 
rer en ae RY a ae ue same source, vet all quote 
Mente of ion it 1s interesting that 3 years later (1982), 

aL Lemendous; inflation, GPL was able to buy<from a 
est German firm at a price less than that paid, by any other 
eed in Bangladesh. It would also be false to claim that 
ae ee Couticais (Yugoslavia) is of questionable quality 
MM oe ine cs: have been approved by Federal Food and Drug 
oa  . he 0 ne US as being of standard quality and usuable 


pekaging to increase profit: 


The mystique of the name is supported by other promotional 
Wfeatures, especially packaging. Consumers naturally tend to 
identify brand name tablets, capsules and syrups by their dist- 
_inctive bottle or packeting. Packaging is promoted with reference 
tO better hygiene and customer appeal. Foil-wrapped products 
potter much more to visual perception than the same product which 
peomes out of a bulk tin and is wrapped in a wae tof pepersem 
Mnon-descript container. In a country like Bangladesh where 
something like foil must be imported, there is a ready-made excuse 
Meer increasing the price of the product since the MRP allowed 

Bey the Government is two and one-half times the cost of raw 


mend packaging materials. 


"Fortunately the new drug policy has taken steps %o curb these 
ractices also. All manufacturing companies must now 
Ppurchase their raw materials at competitive international: prices 
"so this will automatically bring down the prices in this area 
Moor a number of companies. The mark-up price, previously done 
on a basis of 100/150% on raw materials and packaging should %e 
curtailed so that the mark-up is only the price of the raw 
Miaterialsand no mark-up alowed on the actual cost of packaging 
Materials. The immediate effect of this would be a much more 
Meyen-scale price range for similar products manufactured by 


“different companies. 
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hy ea 
CONOSHASTHAYA PHARMACEUTICALS 

t org 

nara (People's Health) Charitable Trus 
Kentrg preventive and primary health C. 
ural area of Bangladesh gradually developed 1 


+ programme and not surprisin 
ovide our servire area with gq 


Gonoshasthaya 
objective of 

service inafr 
a broader community developmen 
we began to consider how to pr 


and inexpensive medicine. 


siect of the Gonoshasthaya Kendra Charitable Trust (Gon 
thaya Pharmaceuticals fa, Gel is designed tO supply Lo~@ 
of the present Bangladesh market 1n essential drugs. it a 
produce high quality, essential and generic drugs only, at 
lowest possible price through responsible marketing practic 
GPL is registered with the Joint Stock Companies under the 
Companies Act of 1913. end as such, is subject like any othe 
company, to the usual customs, taxes and other duties. Unl 
other companies, however, there are no private shareholders 
The entire stock is owned by the Trust which, by its charte 
limits profits to 10+15% after payment of duties and bank c 
About 50% of the profits must be ploughed back into the fac 
and 50% spent for research and charitable purposes. : 


The Board of directors has nine members - five from GK Trus 
and the rest representatives from the Ministry of Health, 
Directorate of Industries, Bangladesh Shilpa (Industrial) 4 
and NOVIB, a Dutch non-government organisation. This strue 
was adopted with the hope that GPL would combine the advant 

“Or private industry with its freedom of decision making fol 

management with the character of a public enterprise orien 
to the consumer and avoiding profit motives. 


Funding came in good part through foreign voluntary organis 
donations directly to the Gk Trust for this (GPL) project. 
break-down is shown at the end of the second column. 


Technical expertise was provided by the Internaational Dis 
Association (Holland) who helped to organise additional tr 
for managers and procured machinery and raw materials. Pr 
J Polderman, Expert Committee Chairman of the European Pha 
has been sponsored by NOVIB as our Producting Advisor. Al 
managers of the: factory are Bangladeshi. 


eee of GPL, needless to say, met with problem ar 
zs ae a Geant was infrastructure. Any attempt to est 
suffer Pen 1 a project in an underdeveloped country wil 
having to i ae of infrastructure and problems arising a 
problems op Bee an of the necessary equipment. Our mal 
supply and were in the lines of architecture, electrica 

assembling and maintenance of machines/equipmen 


The 
ari een a concern was personnel. Skilled workers 
extranet, ard: ut especially maintenance technicians are 
tie Vad Sage to hold in Bangladesh due to migration 
pete te where wages are much higher. Unskilled le 
Reni ne +h i recruit from among the really needy, 
developing SS asis of the whole of Gonoshasthaya Kendra 
deal 6? bes; ae S skills. Since this was our objective, 

| Sle Tunctional education was necessary before tt 


J 
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Sy rt 


women coul ; 

it, meant ten ee Seeacrvory. For mosis: our recruits , 
pharmaceutical pair literacy classes as well as learning 

; | erminology and familiarisation with the machinery 


they Would Ce using. 


Pa ES OE ES 


NOVIB (Holland) Fee at lion 


a (UK) ) i" " 0.33 n 

CHRISTIAN AID (UK) " i" 0,22 " 

COMMUNITY AID ABROAD | 
(Australia) " i 0.05 " 

EUROPEAN BHCONOMIC COMMUNITY 

_ (through Novib) " it 0.20 . 

‘Bangladesh Shilpa Bank, GK Trust 

m and Others lu nt Os dogs ’ 

s 

" (this is strictly a loan to GPL) 

— 


¥ 
“fhe social and political climate cannot be ignored either, when 


ot 
i 


beginning a new industry in a country like Bangladesh. The 
government's policy is to encourage industrial development, 
Bespecially in such a thing as essential drugs. However, anyone 
‘who intends to produce or market in Bangladesh has to cope with 


75: -dollars 4.92 million 


the corrunt practices which pervade the industrial and commercial 


Piife of the country. For those who have been in the business, 
@PL's conditions for doing business come as a surprise which they 


often cannot fully understand, since everyone knows bribery is 


part and parcel of the way of life in this country. 


there is the problem of moving into an already 


Then of course, See 
well-established market, Considering that our aim is to supply 
price, we knew trouble 


quality drugs at the lowest possible ; . 
would be waiting - just how much trouble has only come in bits 
and pieces, but it has come, especially in the field of pricing 


and marketing. 


pharmaceuticals shoul 
with those of similar products 
‘It should be noted that as 


Machines are fully depre 


We believe that for the proper information of the consumer, aid 
ad be obliged to give details of their. pric= 
.ce h not 4 
in olicy. The table nCcontrast in Drugs Prices" thoug 
hapa in details of Pricine, compares some ef GPL's prices 


being manufactured and marketed 
in Bangladesh. 


new company, as well as due to our 

insistence on very high quality gontrol, aml Fee e oupenses whose 
spheads are very Hléts e Kes S 

tees ar. ful Append ag OF will have much lower overheads. 


ner profits on drugs we consider less 


We intentionally make hié 
eaa/ 20 
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CONTRAST IN DRUGS PRICES 


se 
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Company Name 


1 


Produc’'s Name 


Ampicillin 

Fisons Penbritin 
Hoechst Amblosin 
Square Ampicin 
K.D.H. Amplin 
Pioneer Ampicil 
Alpert David Aldapen 
G.P.L. G—Ampicillin 
Amoxicillin 

Pison Amoxil 
K.D.H. i . Amolin 

Gree G-Amoxicillin 


Tetracycline/Oxytetracycline 


Pioneer Teracin 
Pharmadesh °- ae Oxalin 

Hoechst Hostacycline 
Albert David Aldacycline 
Squibb : : Sumycin 

£.Cy a era cin 
G.P.L. G-Tetracycline 


Sulphametnoxazole & Trimethoprim 


Burrough Wellcome Septrin 
square Cotrim 
Therapeutics Vheratrim 
Opsonin Chemotrim 
oe Sephtazol 
G.P.Le G—-Cotrimexazole 
Paxracetamoi 
BPI (May & Baker) Paracetamol 
red Cetamol 

EC St Pyralgin 
Fisons Fitamol 
Nicholas Paratan 
G.P.L Bra: 

G-Paracetamol 

Metronidazol 
BPL (May & Baker 1 : 
Square cab 
Pioneer nl = 
Opsonin cosine 
G.P. 1. Metril 


G-Metronidazole 


Capsule, Tablet 


Pprics 


Tk. 1.69/cap* 
nets 8) 


O. 90/cap 
OF 
0.90 
1.00 
0.98 
1.05 
0.50 


30/tab 


e 


es 
i. 
1 
dey 
Es 
ze 


he GH LO © 
AF CO OD 


0.25/tab 
0.25 
6.27 
0.25 
0.25 
OS 


Tk. O.78/tab 
0.70 
0.60 
0.50 
0.40 


Syrup/Liqu 
' Price 


ee 


Tk. 23.80/ 
24,80 
21.00 
23.80 
21.00 


24.00, 


Bee 00, 
25.00 


26.0C 
22.00 
yaaa | 
16. 06 
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Z ene 
aetna lentil lbAetiincn aes eset seageen nese inle ik ses soba jsotsteni itis osanensnenrcnckse ign 


yompany Name 


Product's Name Capsule/Tablet Syrup/Liquid 
: Price Price 
7 Asprin( 300mg) 
ae Asprin 0.12 
os ae ae Genasprin 0.10 
; eteltie G~Asprin O. 15 
Diazepam (5mg) 
Square Sedil 0.30/tab 
Opsonin Rasium O525 
; Peoples Sudex 0.20 
KDA. Sedalin 0.30 
G.P.L. ¢-Diazepam CFS 5) 
Antacid 
 i.¢.1. Aviccid 0.45 Tk. 235,00/225mis 
Squibb Antacil 0.25 15.20/226i03s 
K.D.H. Nutracil 0:. 20 16.00/228mis 
Frusemide (40 mg) 
Hoechst Lasix 1,.30/tab 
P G.P.L. G-Frusemide © 0560 
: Oxal Rehydration Salt Sachet (27.5 gm) 
Pioneer 3 Oralite-D 10.00 
Geb oli Labon Jaler Sarbat 
hO.h.S.) 2-50 
9 Ferrous Fumerate with Folic Acid 
_ Fisons Folte Tab 0.06 
me c.P.i. 3 G-Iror with Focid Acid 0.05 


0 a acon epee ACAD ARR ALT TACT AT NT ACL A Ee TT ae 


* 2 Bangladesh Taka = Approximately One Indian Rupee. 


we wish to discourage. For example we make a 6.57% 
on paracetamol (which are below our overall 
36.6% profit on diazepam and 85.6% on 


important or whose use 
ofit on ampicillin and Agen 
rin of 10.15%) and make it up with a 
usemide. 

ts production to government, government 


encies and charitable health services in bulk supply. This is deemed the 
afest, quickest way to channel the benefits of cheap drugs to people most is 
in need. The remaining 30-40% will be sold on the open market but this eae 
@ system of education (most, including doctors, believe the higher ee e 
Detter the drug) and distribution. 1% 18 difficult for gpcctinert tS peer 
“by unbiased drug information since there 15 no Bangladesh ler ce ax) 

and often the product information leaflets are very different in content in 


L hopes to market about 60-70% of i 


60/22 


we. Ee 


ries than they are in first. The only way 
keep abreast of pharmaceutical developm 

medical journals, ¢tc- and most don't haw 
en curren, necessary for purchase of the 


third world count 
then for doctors to 
ig through foreign 
access to the forel 
rh this respeot, we have used Gay Bengali language health Du 

inate various information ii 


'Monthly Gonoshasthaya! to dissem c 5 ins 
relation to the baby food issue, abuse ana exploitation in # 
drug market and other vital health-related topics. . 


Bid for Government Tender 


Each year, the government calls for a large tender for medic 
for rural health centres. In 1978-79, the government aiver 
proper calculation, put pressure on the government-owned Alt 
David company to sell them their ampicillin at a prige Of aa 
paisa/capsule. In 1979-80, Albert David management contende 
that due to rising costs they couldn't supply lower than 99 
Tn 1981, GPL bid for the tender of 10 million ampicillin ca, 
gt 93 paisa, basing our calculation on the raw materials pr- 
erted' by creer the leading trading houses and considering « 
high overheads. The day after submitting the bady we were 

informed by the Trading Company that they could now quote a 
better raw material price. The previous one had been 95-12' 
US dollars per kg, the new one was 89-100 US dollars. AG 
cheaper price would have resulted in a lowering of 5-17 pais 
per capsule. We later learned that the Trading Hovuee in Ge 
is owned: by the wives of the Managing Directors Gf @ivee Js 
pharmaceutical companies, one multinational and two nationa. 
still later, we learned that some multinational ame tap-cee 
national, companies had a meeting before the tender. We did 
win the tender. It went to a national company which had bit 
at SO paisa per capsule. The retail price of the same comp: 
alee) ig ID”? paisa. Por tne governmen”, tite was the 

oe ee they hac cver purchased cnd giving cred 
ae eee “a a officials thenked us, requod sees 


Role of UNICEF and WHO. 


rs ~ at : 
ee ey hi supplier of drugs.:for primary healin cas 
‘Peus pe ie : centres of Bangladesh, largely through the 
through a oe upplement' (D & DS) kits. The drugs are pu 
Potnini se ae pee mainly from Bast and West Europea 
ae are eaed in Yopenhagen- and. then shipped to the F 
ePio as 4 & ay pleased to say that UNICEF is now consid 

upplier for the Bangladesh rural health scene. 


Since on ; . 
a thought ae is to encourage the sale of generic @ 
ebaniest Be ten, puUblacation and disteeea.os oe 
iuportant Aer : ae No 641 (Essential Drugs) would be a 
perni gatas ie approached the WHO office in Caeee fer 
financiad ee this request and, if possible some 
WHO in Banas a tor the project. We were informed tha 
followed 6 fame sh has no funds to support such a request 
ent months of lengthy correspondence, a% sne fin 


ixhes 
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of which w ee 
cr ree that since Gonoshasthaya Kendra is not 
i ; ganisation, permission could not be granted for 


ier : 
countries, Vier little has been done by WHO in Bangladesh to see 
mckors, pharmacists, etc, informed about the guidelines, they 
Mee cives have established to help us reach the goal of 

HEALTH FOR ALL by 2000', in fact, when the Expert Committee 
as sitting earlier this year and requested eight copies of the 
booklet, it could not be found in the country and had-to~be sent 
ene which time the Committee had already submitted its 


Relevant here is an article which appeared in the Monthly 

— eview (December 1981) by Trushen and Thebaud who aruged, "....-- 
medical aid, like food aid, is a weapon of foreign policy wielded 
by donor nations, and it provides an easy entry to vast third 
world markets for multinational corporations - in. this @28e.Ga¢ 
Pharmaceutical industry. In the past decade, drug companies have 
Bacreased their influence on WHO through participation in 

three new programmes: human reproduction, tropical disease 
Tesearch, and essential drugs for primay health care. . The, drug 
industry's penetration is indicative of WHO's continuing 
meliance on technological and industrial approaches to problems 
What are cconomic, social and political. Rather than promoting 
Miesaith for All!, isn't WHO furthering the medicalization of 
underdevelopment?" 
Furthermore, the politically neutral attitude of WHO prevents i% 
mrom directly denouncing various forms of domination such, Be -. 
Colonialism and neocolonialism which are at the root of many 
Jealth prcolems. Trushen and Thebaud have r_ghtly pointed out, 
MWHO's tecuuocratie approach 1s a reluge: it permits the 
Organisation's doctors to identify a disease and describe 1% 
Scientifically without calling into question the economic, 
Molitical and social mechanisms that ensure its development and 


transmission." 


=: | 
And that very approach prevents essential drugs for the- poor 
rom becoming a reality. , Establishment of paenis. of tae 


Oppressed is always an up-hill strugeis.« 


KKK KKK KKK KK KHER KEKE 
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VI 
BAN : 1_ON AND IRRATIOS 
; HE BANGLADESH BAN ON HAZARDOUS AND I 
p-9/334.(J:1) cee aa aS 
21.10.1982 DRUGS 


Its Review and tne present Stawus 
tis hevicw ee 


; -~member expert committee commis#g@i 
eSth Apri ieee! ee nt the pharmaceutical 
products in: Bangladesh and draft a 
rational Drug Polley = me, tor the am 
ad er, 


Pp GF outcome : 4140 products in the market were évqa@ 
aah 16 .eriteriae,were laid down for evalte 
| (12 criteria selected on scientific 
srounds) . 


Based on these, L/7O/-products were a 

commenced uc be panned. «These were & 

ded into 43 categories or Schedules a 
On Lowe: 


ocChedulée.7 - This ipegaded 265 locam 
manufactured and 40 imported drugs xe 
garded as positively hazardous +o be 
banned immediately. 


Schedule II - included 134 drugs whim 
required reformulation and were to @ 
banned after a period of 6 months. 


schedule IT] - included 742 20Ca1 Ly 
manufactured and 526 imported drugs. 
drugs either had little or no proven 
therapeutic value or could easily ve 
manuractured by local drug companies 
instead of the multinationals produci 
them at higher costs, thereby depleti 
the country of much needed foreign ex 


i2th May 1982: 7 The Expert Committee submitted its re 
tO the Government, © ah : 


23th May, 1982: The Chief Martial Law Administrator a 
his Council of Minister approved 12 
date or the ban of Sehe@mie Tt was cha 
from 1 to 3 months and the banning da 
* of Schedule TII drugs from 6 to 9 mon 
{th June 1982; Beak declaration of the new policy 
made. 


l2th June ar | 
cam eune 1982: Lhe Drage Control Ordinance was promul 
June 1989: 
a ES Reported pressure exerted on the Gove 
by the Bangladesh American Ambassador 
behalf of the us multinationals to ha 


ea 


1.10.82: a aac 


: the policy amended. The negative stand of 

a the USA regarding WHO's International Code 
against unethical marketing practices of 
milk food is well .known. 


The British, Dutch and the German Embassies 
joined to exert pressure on the government, 
The anti-government campaign having failed, 
the focus then turned to the Expert Commit- 
tee which had recommended and pushed the 
drug policy 


ENE The 4-member Expert Scientific Committee 

of various pharmaceutical manufacturing 
companies was brought by the US Embassy to 
further pressurize the government to 
reconsider the ban. 


19th August 1982: In Washington Post it was reported that the 
| US State Devertment spokesman had acknow-— 
Teeeged: =. "that. the Pharmaceutical Manufac- 
turers Association, a trade organisation 
the drug industry, asked it to bring 


pressure on the Bangladesh government to 
delay implementing the law pending discussio 
ions with the manufacturers". He added: 
"The State Department has a statutory 
responsibility for assisting American 
interests abroad. In this particular case; 
the US Government is also concerned that 
these regulations may inhibit further 
foreign investment in Bangladesh's US & 30 
billion market in the developing countries 
wouda-ve at stake if, o1her countries y,ollow- 
ed suit. 


P2th August 1982: Report submitted by the Review Committee 
constituting of 6 military doctors set up 


+o re-examine the matter in view of the 
pressure mounted by the multinationals and 
their respective governments. 


6th September 1982: The Drug (Control) Ordinance Amendment _ 
- % announced by the Government aftcr studying 


the Review Committee's Report. 


AMENDMENTS 


Ban lifted from only 1 item of imprtance - 


HEDULE 1: 
SCHED Tmodium (an anti-diarrhocal). 


Six other misused/abused dental remedies 
reinstated. 

| 5 i S Goayi ll, .remare EFFECTIVE 3 month 
TOTAL BAN OF SCHEDULS 1 idea earlicr al 1 Wayrmruaee 


Sriod as dec | 
Wo ies io .0G destroyed by 12th September 1982, 


eee 


p-9/334-(d:1) 


SCHEDULE Il 


ee 


4 eye preparations containing anti-biow 
and steroid combinations allowed (cont 
dictory to the Expert Committee's 
recommendation) 

Jeptuna plus a capsule containing iron 
acta Multivitamins and minerals produg 
by pfizer (very strangely) allowed tom 


Ban withdrawn of total 7 drugs in Sche@a 
Time limit extended according to the 
amended ordinance from 6 months to lem 
for the drugs listed in Schedule Il. 


Lobbying for this so called necessary ante-natal drug for. time 
under-nourished anaemic pregnant woman was done ip aoe county 
gynaecologists headed by the President. of Bangladesh Medical 
Association, shareholder and member of the Board of “Directom 


Pfizer, Begum Feroza. . 


Facts about the Bangladesh Drugs Scene in Brief: 


Bangladesh is the third poorest country in the world wi 
a per capital income Of Ue o (0 8 year. 
Mat (On of annual drug sales are of drug @eeci4 0ed ae 
useless or therapeutically insignificant by the Britis! 


- National. Formulary, the National Research Council, USA 


the Federal Drug Administration, USA. 

Out of 51 products. of-Glaxc available in Banstadesh, mam 
in 1960, only 17 ere aveaiiable in the UK ena only = a@ 
present -in WHO's list -of essential drugs. oe 

Of 51 products of Fisons available in Bangladesh, 17 va 
eombination of vitamins and. minerals; And enly 5 of @ 


drugs were available in the UK. 60% o* Bangladesh's bk 


mud get is spent. on druae. 
im Pos) about 1250 million.taka was spent@n = tops wie 
drugs in Bangladesh, but due to poverty and the high & 
of drugs less. than 15% of the population was in 3 poss 
to buy modern medicines. 


SCHEDULE III - 28 drugs (manufactured under the third par 


SCHEDULE IV - 


licence) were ellowed to remain. Gime liu 
extended from 9 months to 18 monthe effect 
ao l2th.June 1982 - date of promulgation 
rugs, 


Under this new schedule, 88 balms and vap@ 
of small national companies were to be all 
to be manufactured for 18 months with effe 
from L2th Foe 2 . 


eee a 


The ‘re Ls ° 7 
Pen uethied [3 >) f h -y : wi 
ove on by the drug companies +0 apply for 


4 
we ee fi 


9/334-( 3:1) =~ Oe 


licence to e fi : 

via Europe eee ua paudi Arabia, Western Africa, etc, 

ithe ee a applications were made on LOth Septemtcr 

Contents ag of Secretary of Health. The Drug 

up with the I 5 eae and the matter has now been taken 

recommended oe) The Drug Controller has 

eee ld go throws, ae) these 
S should be previously labelled saying-the drugs was 


recommende : 4 
198), ed to be destroyed in Bangladesh: by l2eth September 


The failure of SriuLanke i 

ubanka and Pakistan to have a progressive 
ee Peed has been quoted by the multinationals to sub- 
eee e attempts of Bangladesh Government to ban hazardous 


What is probably the most humiliating comment on the social 
| consciousness of Indian health personnel is that our drug 

policy is being quoted by the multinationals to criticize 

condemn the Bangladesh ban. Here it would not be out pe: 

place to quote from a medical journal from Bangladesh 

6th September 1982. . 


In India, 43606 drugs are registered and sold. Even these 
have not M@ecet their possibizities of further -tmemsiriali— 
zation in spite of their technological advance and 

Overy ee (Sic). 


The above information is based on. newspaper reports from Bangle 
desh and elsewhere and the personal communications from socially 
eoncerned health personnel in Bangladeshnlike Dr Zatrullah 


Chowdhury. 


Syailability of supply of essential life-saving drugs for the 
Majority et reasonable cost, should come before profits of the 
Brug companies. If these profits derive from the salbe.oL hazar- 
dous and irrational drugs or drugs with little therapeutic value, 
they need to be curtailed, and policies which allow drug compan- 
jes to continue producing them need to be seriously questioned. 
We want a rational, people-oriented drug policy, and any effort 
in this direction anywhere has our support. 


As mentioned in our handout "In Support of Bangladesh Ban" we 
Fepeat "Sabotage of this ban at this stage by the application of 
meessure or by money power Will-be @ tLow.tov.all those twho since- 
Tely believe in socially relevant and socially just health care. 
Gonsequently, this is not a question of Bangladesh's fighting 

® ‘Bangladesh problem'. It is in fact a question of a higher 
premium being place 


d on profits than on the welfare of human _ 
beings - if the ban is withdrawn: under duress. This 1s thererore 
a move ageinst which the public opinion pg: ae nations, particu lly 
the developing countries should be raised. It is a cause worthy at 
global support specially from those involved in health work. 

What would we do if w ¢ the sale of hazardous ane Aes 
jonal drugs would ‘continue because of the pressures ant ee 
strategics of the Drué companies? peee° oe 0h oe ee 
in our pharmacies and prescribing them* We requcss ms rea haan 
boycott such hazardous products, weceus® oe ee ae eo 
may come too late, or never come because of vested interests. 


e knew tha 


SOURCE:- Low Cost Drugs & Rational Therapeutics. 
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CURBING DRUG MULT INAT TO NAL 115 


a eeuilec # example? 
Gia follow Bangla example: 


Hee re ae id atte al ela 


will in 


Posen ope eee > 


- by Sumanta Banerj,ce 


Little Notice has been taken here of a momentous 
decision taken by the Banglacesh Government recently. 
In a sweeping new drug policy, the Government has clamped 
an imme@iate ban on 237 largely harmful mecicines, anc has: 
recommended the removal of another 1500 unnecessary drugs 
by ehe cond. of . 198d. 


Quite predictably, multinational Crug manufacturers ham 
taken umbrage at the decision, anc have succeeded in 
pressurising the US Government to ask Bangladesh to “recom 
the new national drug, policy .. Apart: from ahs bet tno theie 
future. foreign investment in Banglaresh in particular, the 
fear that other developing courtries might follow Banglace: 
example. world wide Crug sales to developing countries 
by €hese compbanics exesed. ps0 billion 2 year. it ds no 
wonder that they are unhappy at the Bangla’esh Cecision. 


Bhe new Crug policy of Bangladesh bears important 
dessons for other developing countries ane Incia-in partis 
which shares in common with Bangladesh a number of problem. 
Pertaining to the pharmaceutical industry am people's 
healths According to Bangledesh's Health. Minister, 

Maj. Gen Shamsul Huq, the Government had to adopt the new 
policy: because incomplete transfer of technology, restrig 
business’ practices, andipurchese of rew materials by the 
multinationals at inflatec prices from tied sources" 

were “jetrimental to our Ff xtional economy =e oe.» «=; 

The stakes which the multinationals have in the 
Bangladesh drug market can be measured by some figures’. 
The Experts! Committee which Crew up the: new Crug poliey 
revealec that 75 percent of the Banglacesh market was 
controlled by just eight multinational companies--Fisons 
Glaxo, ICI, May and Baker, Pfizer, Hoechst, Squibb and 
Organon. Pfizer dominated the market with more than 
®1O million in sales in 1961, while squibb sold€ around #5 
million in the same ytar. Nineteen Pfizer drugs appeared 
on the list of Crugs to be banned immediately including 
_ stericol capsules which contain Clioguinol. Among 
the 22 Squibb products listec are Quizaline tablets and 
suspensions, both of which also contain ciieguineL. 


ae 


The Chairm S 2 Expe 
Islam, noted See Committee, Prof. Nurul 
6 i ee NANG Ot these products would help 
of the a oe v Care and added INobody will dic because 
Shiv 360 ee i the Country if we stick to 
medidibed tay - Crugs, including 100 life-saving 
1979 RCE Regn ey & Chis conforms to the WHO report of 
od ae fied about 227 basic Crugs and about 
ae ‘1g bat ecient formulations of these Crugs which 

-¢ consicered as most newded for health cere of the 
majority of the population. 


(However, at the request of the: US alministration, 
Banglacesh has since revise’ the law by removing 41 drugs 
from the list of 237 harmful ones and extending for 18 
months the production,’ sale and Cistribution of 71 others). 


The reaction of the foreign multinationals is significant. 
Tne Pharmaceutical Manufacturers Association (PMA), a trale 
organisation for the drug industry of the US has described 
the new drug policy of Bangla’esh as “precipitous"™ and 
préjucicial to public health. It has warned that blocking 
the flow of Grugs from its member companies coulc open the 
market in Banglaesh to uncertifiec and potentially impure 
drugs from other sources. 


How far is the fear justified? The Banglacesh Government 
has announce@, while banning these drugs, its policy. to 
encourage local incustries to achieve self-sufficiency in 
the manufacture of essential drugs. The multinationals 
are expected to move out of the production of the simpler 
preparations anc use their technology and resources to 
provice the more complex and innovative drugs which may 


be necessary. 


A local organisation, Gonoshastya Kendra (People's Health 
Centre) has alrvaily established a limited company y Gonoshasthya 
Pharmac..uticals Limit’, which in 1961 began production with 
two of the 32 most essential drugs for primary health care-~ 
ampicillin and paracetamol. By 1982, they were producing 
six more drugs. It is cssential that more and more such 
local industries are encouraged to manufacture Crugs to 
replace the ones sold by the multinationals. 


Groundless fear 


trary to the fear propagated by the multi- 
a @rug scarcity is rouna the corner in 


t be emphasised that the Government has 


actured Crugs, but only those 
Alternatives are 
ave been banned, 


Besides, con 
nationals that 
Banglaiesh, it must 
not banned Zoe foreign manuf < 
considera harmful anc un, “ 
available for each of the dr i= tha 
inclucing cough oF pain relicvers- 


per A 


It has to be admitted at the same time that the new 
Crug policy in Banglacesh goes only some way towards | . 
strengtnening the local incustry , anc Sti kL leaves many 
questions unanswere:. In a cevedoping.,country like 
Bangladesh (which is the thirc poorest country: :in the . 
world, with the lowest per Capita income, the lowest. lifes 
expectancy’ and the highest infent.mortaliaty of all eae : 
developing countries), more Curative measures however. 
indigenous and inexpensive that might be are not, enough.» 
A preventive approach that will aim at removing’ the basic 
causes of Ciseases (poverty and malnutrition) forms the 
basis £0r primary Nm¢ealth cate ga such 2 situation. 


One still ought to recognise that the Banglalesh 
Government has taken an important .first step curbing <he aa 
of the multinationals, anc. seeing to jh that resoumeoe. are 
not wastéc On inessential Crugs. One wishes. thet aur 
government takes courage in both hands anc at least implems 
the recommencation mace by the Brugs Consultative Committee 
to wee out 22 fixed Cose combinations as an immediate ste, 
and narrow down the number of drugs to 116 (as recommended 
by the Hathi Committee). | 


extracts From DECCAN HERALI Catal 16.07 10G2 
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BANGLADESH POLICY UNDE 


ae ees eee ene R UsS. Pp RE ie) re UE 
am See 


fee a to relax ban on drug 


Ty by < ae er PARASURAM 
Express News Service 


oe wend washington Aug 20: 
5 ee, tes ae urged Bangladesh to Meee seid or 
though 70 ese ef designed to ban hundreds of Crugs, 
neta 2 ent of the banned drugs are considered by 
©» BPederal Drug Administration and its counterparts 
in Burope to be cangerous or worthless. 


_ The state Department ack nowledged wednesday that its 
intercession with Bangladesh was in response to an appeal 
from several multi-national Arug companies which fear 
that other developing countries will follow the lea of 
Bangla’esh anc this coule undermine their “30 billion 
doliar world market. 


Banglajesh is playing it in a low key. The economics 
attache of the Bangladesh embassy in washington saic 
the Banglaiesh law was a good step forward, but the 
review requested by the State Department “is normal anc 
not important". The US consumer groups do not share this 


benign view of the US government.‘s intervention anc have 
blasted the aiministration.- 


The washington Post noted in a front page cespatch 
that among the Crugs Banglecesh wants banne’ are several 
that are not permitted in the US, including clioquinol, a 
chemical that is known to cause serious damage to the 


neryous svstem- 


A State Department spokesman acknowledged that the 
Pharmaceutical Manufacturers Association Of tte Unitec 
states (FMA), a trade organisation of the industry ; asked 
the Gepartment to bring pressure on Bangladesh to delay 
implementing the law, pend ing discussions with the manufact~ 
urers. The spokesman defended the Us intercession by saying 
the State Department has a statutory responsibility for 
assisting American interests abroac o i Ee particular 
case, the Us government 1s also concernec that these 
réeguiations may inhibit future foreign investments 1n 


Banglajesh:. 

ion had drugs or pesticices 

pannea in the USA would not be allowed to be exported ni 
ee eof the: first acts of tne Reagan alministration 

3 Slee t ie. C ssuit that Cru 

wag to overturn that rule with the resu at oOrug 


The Carter acministrat 


a ae 


ee censnetntenstieil 


companies can now export from the US any item banned | 
mews: Phare weet see any ban on the manufacture of such | 


drugs abroad. 


The US action has been condemned by several internatign 
anc US charity and consumer groups. About the datest State 
Nepartment action requisting Bangladesh to review the 
Dan on certain Crugs, 4 spokesman for War on Want said in 
London, ‘encouraging this revicw is certainly not helping 
the people of Banglalesnh!. 


The Public Citizen.Health Research Group, a washington 
based organisation in a fetter to Secree. 8, of St age 
George Shultz called the j department 's aetion funconscio= 
nable'. It saidé 'Perhaps you are unaware that many of the 
US based multinational drug companies are foi sting on 
innocent people in the ceveloping countries Crug which our 
own medical authorities consicer worthless and unnecessary 
The group expressed “ismay.! that the state Department had 
allowed itself to be used by the giant multinational drug — 
Companies to promote and protect their exploitation of the 
impoverished citizens of underdeveloped countries. 


The Bangladesh government announcec the new law, prohib: 
ting the sale of over 1700 drugs. and immediately banning 
227 products which are considered Cangerous, in June. Amonc 
the US Crugs affected are some mate by Merck, Pfizer, Squil 
Searle and Upjohn. 


According to the members of the committee that Crew up 
the new Banglalesh policy, eight multinational companies 
including Pfizer and squibb share 75 percent of Bangladesh 
100 million dollar a year Crug market. Pfizer Cominates the 
market with over 10 Mitlion dollars in Seles qn 19381. Squis 
sold five million cOllars worth the same year. 


Nineteen Prizcr Orugs are on the list of Crugs banned 

in Bangl&esh immediately. They include stericol capsules, 
which contain clioguinol, Among the 22 Squibb products 
affected are quixaline tablets anc suspension (Q and § caps 
both Of which also contain Clioquinol. Neither Pfizer nor 
squibo would comment on the new Banglalesh law or the drugs 
named in it. They Obviously prefer to deal with the matter 
through the state department. 


However , a spokesman for the industry 's Pharmaceutical 
Association, which recently led a delegation to Banglecesh 
in an unsuccessful Stfort to secure reconsideration of the 
law, Cescribed the new law as precipitous and prejudicial 
to public health. 


PMA argued that 
member Companics co 
uncertified 


blockin,; the flow of €rugs from its 
: ule open the market in Bangladesh to 
enc: potentially impure drugs from their sources. 


_, APproximately 60 percent 
is devoted to the purchase 
10 percent in the u 
to bring 
procuce gs 


of Bangladesh's health budget 
of Cruys Compared to less than 
NAe Because of that Bangladesh is eager 
its drug outlays un€er control anc to begin to 
ome of the less complex drugs immediately. 


The Bangladesh committee acknowledged "with appreciation" 
the role of the transnationals but urged them to Gevote 
their "machinery. and technical know-how" to producing 
important and innovative drugs and leave the production of 
simple anc cheap drugs to the domestic companics. 


oo 


Source’ INDIAN EXPRESS OF Zleae ke 
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reading list on drug 
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Bangladesh situation 

parma pees FE psa ees espa ea aes Pers pee eters Peete Ss ie cee coal 

1. Gonoshasthaya Kendra 
~ a progruame Teport 


2. Goneshasthaya Kendra 
~. (as PEOGR ese tere 
(Aug 5 1960) 


3. Banglaiesh fins. the 
right: pregerapiion 


4. Drugs in Banglacesh 


5+ In Support of Bangladesh 
Drug Policy 


6° The war against Bangladesh 
-. Claude Alvares 


7. Bitter Pills--medicine 
and the Third world Poor 
- Dianna Melrose 


indian situation 

io se pei pope pes fo eo ees 

1. Report of Committee on 
Drugs & Pharmaceuticals 
Incustry (Hathi Report) 


2- Medicine~as if peo ple 
mattered 


3. Aspects Of Drag Industry 
in Incia - Mukaram Bhagat 


4. Insult or Injury 
~ Charles Medawar 
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Source/Available at 


Fe es epee 


LINK VOl.1,°No+1, May~Juner 
1961 (Asian Community Healt 
action Network Newsletter) ~ 


Handout available. from ri 
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-VHAI, New Delhi 


Heelth for the Mijtiene | 
(VHAI Bimonthly) vol .VIII,) 
NO~.6,. December 1982 SPECTAR 
ESSUE » ‘ a 


LINK Vol.2, No.3, Aug-Sept_ 
1982 (Asian Community Heal@ 
Action Network Newsletter) 


Handout Of VHAI Céli on 
low Cost Drugs and Rational 
Therapeutics: | 


A Rustic/VHAI publication 


OXFAM publication 1962. 


Ministry of Petroleum and 
Chemicals, Government of 
india, April 1975. 


Special Issue of Health 
for the Millions, WHAT. 
New Delhi, April-June 19281. 


= 
rf 


Center for Education sno 


Development, Bombay 


Social Audit, England, 
Wa 


a 


5. Health for all - an ICMR/ ICSS oR: group 
alternative strategy VHAI, New Delhi 


6- Health Care which way 


medico friend circle, 
FO.-GO 


VHAI, New Delhi 


7- Bulletin of Sciences-- Science Circle, Indian 
special Issue on Drug inst2tute.o¢ sciences, 
Policy December 1983, New Delhi. 


eS pe a ss) 
for further in information. contact - 
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1. Gonoshasthaya Kendra =i 2. Low Cost Drugs & Rational 
P.O. Nayarhat Therapeutics Cell 
yia Dhamrai Voluntary Health Association 
Dacca, Bangladesh OGine ta 


C-14, Community Centre, SDA 
New Delhi 110016 


Sa Moco friend carcle 4. Asian Community Health 
50 LIC Quarters .. action Network (ACHAN) 
University Ra | Flat 2A, 144 Prince Edward 
Pune 411016 7 one, Kowloon, Hongkong 
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[$6 COMMUNITY HEALTH CELL 


67/1, (First Fioor)S:. Marks Road 
BANGALORE - Gbu vul 


1) 


2) 


Ge 


DRUG ACTION NETWORK NEWS 


Drug Action Network is a growing informal network of people, 
Se ere ‘ . ve 
professional groups, projects, consumer education groups and 
activists who are keenly interested in drug use and misuse and 
dmg policy issues in India.. 
‘Ween of the network have been and are involved in various 
drug issues including campaign against EP forte preparations; 
misuse of anti-diarrhoeals, anaholic steroids, clioquinol, 
paediatric tetracyclines; banning of dangerous drugs; need for 
a code of eithical marketing for companies; popularising event 
in Bangaladesh including new drug policy, anti-TB drug shortages 
and so on. : 
For m-re information please write to: 
Low Cost Drugs and Rational Therapeutics Cell, 
Volunt ry Health Association of India 
C-14, Community Centre, Sardarjung Development Area, 
NEW DELHI 110 O16 - 
November 1983 is Drug Campaign Month 
Various individuals and groups, part of the Drug Action Network 
and others in India will be launching a concerted campaign this 
month on Drug and Drug policy issues. _Ffor further information 
contact: este 
” M 7 0 * ~ 
“a 50 TS mole b) Centre for Science and 
: Bnvironment 
U cies 
—.. 807 Vishal Bhavan 
95 Nehru Place. 
NEW DELHT 110 019 
¢) ae Spicer Senda da) Consumer Education and 
PUNE 411 030 : Research Centre 
Near Law College 
Bllis Bridge 
AHMEDABAD 4380 016 
e) Centre for Education and : 
Decugentat:o>, ff) Lok Vidnyan Sanghatana 
3 Suleman Chambers People's Science Movene nt 
4 Battery Street 18 A Jajivan Nivas 
BOMBAY 400 039 Behind Arora Talkies 
Matunga . 
BOMBAY 400 019 
g) Kerala Sastra Sahitya Parishad on 
Parishad Bhavan oh) Federation of Medical 
‘ Representatives Association 


Trivandrum 695 OO1 


of India 

General Secretary 
IH Rajendra Nagar 
PATNA 800 016 


HHIK KIO 


oa. oe 


ee i cities eatin ori rH eaten actions one Aah eae eae Par ees a a 
OXFAM publication On drug issues 
Se eae ed eels een ene cee ei eaten eed eee ae cad tind ed oe 


© 1¢cines and the ira We 7 Poc 
i Third Worle “Boer 
OAPAM Public Affairs Unit 

October 1982 

£4.95 


Medicines Can cost the poor many times their 
daily wage. Many people do not have access to 
drugs which coulc savextheir lives. yet in 
Third world countries sale of tonics and 
multi-vitamin preparations are high. 


This report examines the relationship between 
health problems anc’ the sale of medicines. It 
produces evidence from Oxfams field experience 
anc calls for greater international control of 
pharmaceutical sales and promotion. 
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The Great Health Rotbery 
Baby, Milk and medicines in Yemen 
Dianna Melrose 
OXFAM (PAU), 1981 
ELE S99 

. 
A study of the tragic, frequently Patal, effects of 
the marketing of baby foods and medicines in the Yemen 
Arab Republic. The Yemen case illustrates a problem 
which exists throughout the Third World where Western 
manufacturers exploit new markets without consideration 
of the context in which their products: will be used. 
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To get publications 
g + rupee equivalent of the cost of book/s 
Se er Ox Bout India Office, 59 Miller Road 


MO to OXFAM 
iets Town, BANGALORE 560 O46 - alongwith order. 


